The poor and low-income earners used remittances to access healthcare services because most of them are not covered by private or government health insurance schemes.The money sent by migrant workers from abroad to their family members, relatives and friends serves as social protection, especially in developing countries where there are no standardised social protection programmes. Objective This review assesses the impact of remittances on healthcare utilisation and expenditure in developing countries. Methods A systematic search for relevant literature was conducted online for studies published between 2002 and 2018.
Introduction
Remittances, defined as financial inflow resulting from the cross-border migration of citizens of a country, are the transfer of money and goods sent by migrant workers to their country of birth. [1] The money sent by these migrant workers serves as social protection to their beneficiaries, especially in developing countries where there are no standardised social protection programmes. Policymakers, development experts, and academics have developed a vast interest in the huge amount of money flowing from migrants' host countries to their home countries. [2] Empirical evidence has shown that money sent by international migrants to their home enhances household consumption such as [3] clothing, energy, transport, food, spending on health and miscellaneous services. [4] The non-availability of comprehensive health insurance schemes in most developing countries and the high rate of poverty put people with low-income in vulnerable conditions when they are sick. This is because when they use their low-income for their health upkeep, they are pushed further below the poverty line. [5] Consequently, one mechanism used by low-income earners or the poor to improve their health status is remittance from abroad. Studies have shown that remittances increase healthcare access to the poor and low-income earners in developing countries. [2, 6] Other studies have proved that remittances can increase corruption and reduce political demand for change, resulting in a government reducing its social spending. [7] [8] [9] This review aims to evaluate the impact of remittances on healthcare utilisation and expenditure of recipients receiving remittances from abroad.
Key search terms used include: "remittance," "health," "health utilisation,""healthcare expenditure"and "developing countries." The initial search for selected studies was focused on Asia and Latin America. This was because Asia had around 106 million international migrants, representing 41% of the global total in 2017. [10] While Latin America and the Caribbean had 38 million international migrants in different countries of the world as of 2017. [10] An additional search was conducted for studies in Africa because African international migrants were estimated to be 36 million in 2017. [10] The search was limited to English-language articles. Further search for important literature was done on reference lists of included studies. The selected studies were conducted between the period of 2002 to 2018 with most studies conducted in 2002 and 2009.
Study selection and eligible criteria
Titles and abstracts of all studies searched online were screened to determine their eligibility. Abstracts that reported the use of remittances on healthcare utilisation and expenditure along side other variables were included. In terms of geographical location, I included only studies on remittances and health in developing countries or emerging economies.
This review excluded studies that were written in other languages than the English language as well as studies that did not give in-depth details on remittances and health interface in their findings. Articles that were not research-oriented were excluded. Consequently, online web articles, newspaper reports and policy reports were not included in this review.
Data extraction
Data were extracted from the included studies of the review by the reviewer using a standardised data extraction tool from JBI SUMARI. [11] The data that were extracted include study citations (author names and date of publication), location, study methods, data collection sources, study population and main outcomes measured.
Data analysis and presentation
A standardised data collection form was used to extract relevant information from the included studies. Key data information such as citations, geographical setting, methods, data collection methods, year of publication and sample size were extracted and recorded. Due to the heterogeneity of the included studies, no meta-analysis was included in the study; instead, a narrative synthesis was employed to analyse the data. This was after coding was used to identify salient information. The coding process of this review followed the breaking down of data to identify categories. [12] The initial coding (data reduction) was open coding. The following stage of coding involved linking categories of data identified from the initial coding. The last stage of coding drawed the conclusion and verification, and emerging themes were presented. [12] Figure 1 presents a summary of the literature search and study selection process. The first search for selected literature produced 135 articles. I screened these articles screened for eligibility through titles and abstracts. The screening excluded 97 articles leaving 38 articles for additional screening. A full screening of abstract and text of the 38 articles that composed of peer-reviewed and grey literature left 31 articles being excluded because they did not meet the inclusion criteria of the systematic review. The remaining 7 articles were included in the final selection process. Table 1 displays the characteristics of the included studies. The included studies were conducted between 2002 and 2018. One of the studies was conducted in Africa (Rwanda), two in Asia (Armenia and Bangladesh), one in Europe (Albania) and three in Latin America (Ecuador and Mexico). In terms of methods, four studies used quantitative methods and the remaining three studies employed a mixed-methods approach. Most of the data of the included studies were sourced from government official documents and household surveys. Health variables measured by the studies include healthcare, health expenditure, healthcare utilisation and access to quality healthcare. As for article types, six were peer-reviewed articles while the remaining one is a discussion paper. Healthcare utilisation Out of the 7 studies, five reported on the impact of remittances on healthcare accessibility/utilisation. [2, 3, [15] [16] [17] In Armenia, data from an Integrated Living Standard Survey showed that remittances responded to health needs. [17] However, remittances did not have a significant impact on healthcare utilisation because social assistance from the government significantly displaced remittances in healthcare utilisation. [17] In Bangladesh, remittance and health interface showed a bidirectional causality. In the long run, an increase in remittances allowed households to take quality healthcare if needed. [16] In contrast, in the short run, there was no relationship between remittances and healthcare utilisation.
Results

Study selection process
Study characteristics
In Ecuador, data from the 2004 National Demographic and Maternal & Child Health Survey and multilevel multivariate analysis of the relationship between remittances and healthcare utilisation showed that a household having a migrant abroad was positively associated with using an antiparasitic drug. [2] Aside from the use of the antiparasitic drug, household receiving remittances always visit medical centres for preventive cure. The study also found that low-income earners or the poor in Ecuador are the ones that predominantly use remittances for healthcare utilisation. However, most low-income earners used remittances to offset their daily health needs and not on long-term healthcare. In Mexico, households that have migrants in the United States and receive remittances used them to gain access to healthcare services. [15] People covered by the government insurance programme with limited coverage used remittances to access services not provided by the Mexican government insurance programme. [15] In Rwanda, remittance data from the Department of Statistics at the National Bank of Rwanda revealed that people used remittances for the improvement of family lives and healthcare accessibility and utilisation. [3] Table 2 reviews the impact of remittances on healthcare utilisation. 
Health expenditure
Three studies have reported the impact of remittances on health expenditure. [6, 15, 18] Table 3 shows the review of the effects of remittances on health expenditure in Albania, an analysis of the impact of remittances on health expenditures showed that households receiving remittances increased their health expenditures on drugs and other health-related services such as medical visits and laboratory services. [6] The impact was significant for households in rural areas because the total expenditures on drugs increased by approximately $86.27. The findings of the study reveal that remittances have a positive impact on the expenditure for medical visits and laboratory services. [6] In Mexico, data from a nationally representative survey carried out by the Mexican statistical institute showed that remittances increased health expenditures for both low-income households and rich households. [18] High-income households receiving $5.25 increment in remittance increased expenditures on health by $0.37.
[18] A similar increment in low-income households showed that spending on health rose by $0.21. [18] In Mexico, the health status of remittance beneficiaries was not significantly related to remittances and expenditure on healthcare. [15] 
Discussion
A systematic review methodology was used to assess the impact of international remittances on healthcare utilisation and expenditure in developing countries. Remittance has come a long way in assisting low-income earners in increasing access to healthcare services. Findings from this review have shown that remittance plays a vital role in healthcare utilisation and expenditure to recipients of remittances from abroad. In most developing countries where there are no universal health insurance schemes, the poor have difficulty accessing healthcare services because of their socioeconomic status. For instance, in Kenya, poverty reduced the probability of infants and children aged 1-14 from visiting modern healthcare facilities. [19] Poverty is a barrier to the poor in accessing healthcare services in developing countries. [20] Where there are no social health insurance schemes for low-income earners, remittances serve as a substitute for those that have international migrants that are sending money to them. [2, 17] Findings from this review showed that remittances led to healthcare access and utilisation among remittance households. In Armenia, Bangladesh, Ecuador, Mexico and Rwanda, households receiving remittances could utilise healthcare services. However, most of the studies did not show the level of healthcare utilisation and accessibility among the recipients. These findings aligned with the findings of Amakom and Iheoma. [21] In their study, an increase in remittance was responsible for the increase in healthcare utilisation.
In the case of health expenditure, an increase in remittances corresponded with an increase in healthcare expenditures among recipient households. The findings from this review showed that remittance increased household expenditure in Albania and Mexico. While in Albania there was a significant impact between remittances and health expenditures; in Mexico, the studies assessed did not show the level of impact. These findings are aligned with the findings of Amuedo-Dorantes and Pozo) [22] in Mexico. The review revealed that healthcare expenditures increased in response to an increase in remittances. In addition, primary healthcare expenditures were higher in households with high remittance inflow. Such households spent between 5% and 9% remittance receipts on primary healthcare services. [22] From the findings of this review, it has been established that the poor are the ones that predominantly use remittances for healthcare services. This is because of the lack of formal insurance coverage to protect them against health shocks. Remittance serves as social protection to the poor and from the evidence presented in this review , remittance is a social safety net in the absence of a formal social insurance programme. Those that have families in developed countries and are receiving remittances from abroad feel protected against health shocks. In the contrary, those who do not have families abroad and are not receiving remittances or social assistance, find themselves in precarious conditions when they fall sick. Therefore, governments in developing countries should establish universal healthcare coverage that will protect both the poor and rich against health shocks, help to reduce health inequality among the population and boost the economy.
This review has some limitations: it only analysed studies that were published in English Language, whereas, there are quality studies in other languages that assessed the impact of remittances on healthcare utilisation and expenditure. In addition, some included studies lacked adequate data and some of their findings are too clumsy to understand for analysis. Most of the studies did not expatiate on the the degree of the impact of remittances on health outcomes.
Conclusion
This review assesses the impact of remittances on healthcare utilisation and expenditure in developing countries. The studies included in the review have established that remittances play a vital role in allowing the poor and low-income earners to access healthcare services as well as increasing expenditure on healthcare goods and services. Those in rural areas used remittances for healthcare services to a larger extent than those living in urban areas.
Remittances cannot serve as a substitute or alternative to formal healthcare insurance schemes, but they complement private or government own insurance programmes. While remittances serve only a few households in accessing healthcare services, it is the responsibility of the governments to design and implement universal healthcare coverage that will serve all individuals.
